Aims: To gather information on children with minor illness or injury presenting to a paediatric accident and emergency (A&E) department and the decision making process leading to their attendance. Methods: Prospective questionnaire based survey of 465 children selected by systematic sampling from A&E attenders allocated to the lowest triage category. Results: The study population was statistically representative of the total population of A&E attenders. The lower deprivation categories were over represented. Educational attainment, childcare experience, and parental coping skills were important in relation to A&E attendance. More children attended with injury as opposed to illness. There were no significant demographic differences between those children who presented directly to A&E and those who made prior contact with a GP. Just under half the study population had made contact with a general practitioner (GP) before attending A&E. The majority of those children were directly referred to A&E at that point. GPs referred equivalent numbers of children with illness and injury. Conclusions: Parents and GPs view paediatric A&E departments as an appropriate place to seek treatment for children with minor illness or injury.
I
t is estimated that 20-25% of the UK child population receives treatment annually in A&E departments. A significant proportion of this workload consists of children with minor illness or injury. 1 Patients presenting to A&E departments with problems that could have been dealt with in a primary care setting may find themselves labelled as ''inappropriate attenders''. 2 The term inappropriate tends to be applied by health professionals looking only at clinical diagnosis, often in a subjective and retrospective manner. 3 Such judgements fail to acknowledge the complex decision making process that lies behind a patient opting to attend an A&E department, as opposed to a GP. 4 5 There have been few UK based studies looking at why children with minor illness or injury present to paediatric A&E departments. Bowling et al used retrospective case note review and a prospective questionnaire to gather information on attenders at a paediatric A&E department in London. 6 The issue of whether attendances were felt to be appropriate was not considered. Stewart et al and Prince and Worth looked prospectively at factors influencing attendance at paediatric A&E departments. 7 8 These two studies did pass judgement on perceived appropriateness of attendance. Using different criteria, 33.9% and 30.1% of all attendances were identified as inappropriate. In arriving at these figures, both assessments formed judgements on retrospective diagnostic based opinion, and merely acknowledged the wider context of the A&E presentation.
The purpose of this study was to examine characteristics of a sample population of children with minor illness or injury presenting to a paediatric A&E department. Information on demographics, parental actions, and GP contact was collected to look at the decision making process leading to A&E attendance. Analysis of the data would allow contemporary comment on the ''accepted wisdom'' that paediatric A&E facilities are being used inappropriately.
PATIENTS AND METHODS
Attendances at the A&E Department, Royal Hospital for Sick Children, Edinburgh (RHSCE) were studied. The hospital is situated in a predominantly residential area of the city of Edinburgh. The A&E department provides a 24 hour service for children aged 13 years and under in the Lothian region.
Children presenting to the A&E department are allocated a triage category by an experienced registered sick children's nurse. There are four triage categories ranging from 1, for those children in need of immediate resuscitation for preservation of life, to 4 for those children whose conditions are the least severe and treatment is deemed non-urgent. For the purposes of this study, children allocated to triage category 4 were regarded as presenting with a minor illness or injury.
Data were collected using a structured questionnaire (see ADC website; http://www.archdischild.com/supplemental). Questions were designed to elicit unequivocal responses. This was achieved via straightforward tick box options in answer to specific closed questions, and by using Likert style scales to allow reproducible scoring of respondents' opinions. 9 The questionnaire was split into five sections. Section A recorded a number of sociodemographic variables. A Carstairs Deprivation Category (DEPCAT) based on the 1991 census was allocated to each attender. 10 Section B dealt with visiting the A&E department. Section C related to GP services. Section D gathered data on GP contact with regard to the minor illness/injury prior to attending the A&E department. Section E asked about how parents felt when looking after a sick child.
Patients for the study were selected from new attenders to the paediatric A&E department during three survey periods. The first of these was during February 2000, the second during April 2000, and the final one during July 2000. This was to reflect seasonal variation in workload. Each survey period covered the equivalent of a full working week. This necessitated sampling 24 hours/day for each of seven days, Monday to Sunday. This was achieved via a series of 14 non-consecutive 12 hour sessions, running from 08 00 to 20 00 and 20 00 to 08 00. A systematic sampling method was employed. Based on order of arrival at the A&E department, as entered on a computerised attendance record at reception, every third child from that population allocated to triage category 4 during a sampling session was selected. For each of the three survey periods, the sampling process, together with the issue and collection of questionnaires, was carried out by SJH.
The adult accompanying the relevant child received a standard explanation of the study and was asked if they would like to take part. They were specifically reassured as to the anonymity of their replies, that completion of the questionnaire would not delay the child being seen by a doctor, and that the study was independent of the subsequent clinical assessment/treatment process.
After agreeing to participate, two questions were asked:
N Was the accompanying adult a parent or legal guardian? N Had there been any GP contact about the minor illness/ injury prior to A&E attendance?
The questionnaire was designed for completion by a parent or legal guardian. Questionnaires were issued from one of two sets. Questionnaires from the first set were given to those parents who had made contact with a GP beforehand, and from the second set to those who had not. Parents were left to complete the questionnaire in the waiting area, prior to their child being called by a doctor. The questionnaire and sampling method were piloted to test acceptability to parents, completion, and data analysis.
After collection, the questionnaire responses were collated and coded prior to entry onto a Microsoft Excel 2000 worksheet. Data were analysed using the Statistical Package for Social Sciences (SPSS). Association between different variables was tested by x 2 tests, Mantel-Haenszel tests for trend, Mann-Whitney tests, or Spearman rank correlation as appropriate.
Following advice received at the time of study design, and because of the nature of the study, a formal ethics committee application was not required.
RESULTS
Using the systemic sampling method described, a total of 465 patients were selected during the three study periods. SJH encountered no apparent problems with comprehension or literacy. All 465 questionnaires handed out were completed and collected.
To ensure that the study population produced by the sampling method was representative, age and sex distribu- Figure 1 Outcome of contact with GP.
tions for the study population were compared with those for all A&E attenders over the six months containing the three study periods. There was no significant difference for age (x 2 = 0.16, df = 1, p = 0.69) or sex (x 2 = 0.34, df = 1, p = 0.56) between the two.
Demographics
One hundred and forty children (30%) were aged 2 years or under and formed the largest group of attenders. Two hundred and fifty five attenders (55%) were male. The majority of children, 278 (60%), were brought along by their mother on her own; three children were with a legal guardian. Three hundred and sixty nine parents (80%) were either married or living with their partners; 93 (20%) were single parent families. One hundred and twenty seven attenders (27%) were an only child, 199 (43%) had one sibling, and 139 (30%) had more than one sibling. There was no significant difference in DEPCAT distribution between the study population and all A&E attenders (x 2 = 0.23, df = 1, p = 0.64). DEPCAT 6 and 7 were significantly overrepresented among the study population, compared to the Lothian region as a whole (x 2 = 26.9, df = 6, p , 0.001). Two hundred and fifty four accompanying adults (55%) had left full time education by the age of 16 years.
A&E attenders
Three hundred and fifty nine parents (77%) had taken third party advice and 172 (37%) had initiated some form of treatment before attending the A&E department. Three hundred and ninety six children (85%) had attended the A&E department before. Of these, 134 (34%) had not attended during the previous 12 months, 147 (37%) had done so once, 51 (13%) had been twice, and 64 (16%) more than twice. One hundred and twelve children (24%) presented with an illness and 353 (76%) with an injury. Parental opinion on how serious they thought the illness/ injury was, and how worried they were about it, were scored on five point Likert scales. While only 19% of parents scored at the upper end of the scale for perceived seriousness, 64% of parents did so for their degree of worry about it. Ninety per cent of parents felt that the illness/injury needed to be assessed the same day. Parents reported they felt confident about looking after a child who was unwell, and on knowing when they should call a doctor.
Cross-tabulation showed a significant positive association between lower DEPCAT and: 
GP contact
Of the study population, 463 (99.6%) were registered with a GP. Two hundred and twenty one (48%) had contacted a GP about the minor illness/injury before attending the A&E department; 244 (52%) had not, and came directly to the A&E department. Taking the study population as a whole, parents did not perceive trying to arrange to see a GP as difficult, either under routine or emergency circumstances. However, with the population split into two groups, according to whether or not there had been any GP contact before attending A&E, those parents who had not made prior contact with a GP scored a significantly greater degree of perceived difficulty than those who had (p = 0.01). There were no significant sociodemographic differences between these two groups.
Outcomes for the group of 221 who had contacted a GP prior to attending the A&E department are illustrated in fig 1. One hundred and seventy five (79%) were referred to A&E. Within this group, there were equivalent numbers of children with illness (51%) and injury (49%). Forty six (21%) were given advice or received treatment and were not told to attend the A&E department. Parents scored a high degree of satisfaction with the advice/treatment given by the primary care team.
Information collected on reasons why patients decided to come straight to A&E without seeing a GP first is presented in table 1. Information on reasons why parents who had made prior contact with a GP still ended up attending A&E is presented in table 2.
DISCUSSION
Children presenting with minor illness or injury constitute the majority of the workload of paediatric A&E departments. In this case, 79% of all A&E attenders during the study period were triage category 4. Previous work has shown that these children are more likely to fall into a younger age group. 11 The findings here were no different. The majority of children attending had no or only one sibling. Smaller families may mean fewer opportunities for parents to develop coping skills, limiting their overall childcare experience. [12] [13] [14] DEPCAT 6 and 7 were over-represented in the study population. This could simply reflect a greater incidence of minor illness/injury for children in DEPCAT 6 and 7. Equally however, it might indicate differences in parental attitude, or in the decision making process leading up to A&E attendance. A number of other studies have shown a relation between deprivation and increased use of health services by children. [15] [16] [17] Parental education may be a contributory factor in this regard. The number of parents leaving full time education at a younger age was found to significantly correlate with lower DEPCAT, frequent previous A&E attendances, and increased parental perception of the seriousness of, plus increased worry about, the illness/ injury. This information is important with respect to the relation between deprivation and limited educational opportunities and attainment, which may well impact on parental ability to self-manage minor illness/injury in their children. 18 Parents often took the step of asking for advice from a third party prior to deciding to attend A&E, while various first aid measures were instituted in some cases. Parents are not passive recipients of health care on behalf of their child, but play a much more active role. 19 Parents scored highly on Likert scales rating confidence in dealing with a sick child and knowing when to involve a doctor. This contrasted with their increased worry over the seriousness of an illness/injury subsequently triaged as non-urgent. This probably reflects the tendency of parents to play safe when it comes to the health of their child. 20 While the triage category might label a child as having a non-urgent problem, a parent's interpretation may well be different. They go through a complex decision making process before opting to attend A&E, with the act of working through this process legitimising the A&E visit in parents' eyes. 3 The question of why children with minor illness/injury attend A&E rather than a GP is an important one to address.
Just over 50% of the study population came straight to A&E without contacting a GP beforehand. Reasons that might have suggested dissatisfaction with GP services among this group of parents did not feature prominently. There was a greater degree of perceived difficulty in trying to arrange to see a GP, but previous work has shown that this perception may well differ from the working reality. 21 The majority of children presenting directly to the A&E department did so with injury as opposed to illness. The nature of the presenting complaint and anticipating A&E referral have both been shown to influence the choice of where to seek treatment. 22 23 Parents do view the A&E department, rather than their GP surgery, as the most appropriate place to seek treatment for injury, and in this study even minor injury. The ingrained assumption of ''illness for the doctor, injury for the hospital'' is confirmed here. 24 Positive past experience of care in A&E is likely to influence future decisions on attendance, and the existence of a paediatric A&E department, specifically designed and staffed for the treatment of children, is in itself bound to prove a factor in attracting patients. Another reason for parents choosing to attend the A&E department directly was advice given by a third party, and research has shown that reaching a decision on when and where to seek medical help is a social process. 25 Parents did not seem to be using the A&E department for reasons of geographical or social convenience. This contrasts with the findings of other work. 26 A number of parents felt that by attending the paediatric A&E department, their child would receive better treatment from more experienced doctors. However, it has been suggested that neither of these assumptions regarding the anticipated quality of care is correct. 27 Just under half of the study population had made contact with the primary care team before attending the A&E department. Almost 80% of this group were directly referred to A&E. This does seem a high proportion, given that all of the children were subsequently placed into the lowest triage category, and so had by definition a minor illness or injury.
The fact that the study population was drawn solely from children with minor illness/injury who were paediatric A&E attenders is acknowledged as an important limitation. The authors recognise the need for a general practice based study of an equivalent group of children to allow a comparative analysis. Most children with minor illness or injury can be appropriately managed in the primary care setting. Bradley et al showed that onward referrals of children to A&E represented only a small part of the overall paediatric workload for a general practice in Belfast. 28 Work done in the past has suggested that some GPs can be reluctant to manage and treat minor trauma. 29 In this study, the group who had made prior GP contact and were directly referred to A&E comprised equivalent numbers of children with illness and injury. Consequently, the high direct referral rate within this group cannot be explained by lack of enthusiasm on the part of GPs to manage minor injury. Other reasons that might play a part include individual GPs' confidence and past experience in dealing with children, greater parental expectations, and an ever more litigious working environment. All of these may contribute towards an increasing tendency to seek a second opinion, even for relatively minor conditions.
Other than being referred, the two reasons most frequently quoted by parents for attending A&E after prior GP contact, were wanting a second opinion on a child's condition, and concern that a child was not getting better. This may reflect communication difficulties between parents and members of the primary care team. Parental concern about a child who is unwell is influenced by the degree of personal control they feel they have over the child's symptoms and the perceived degree of threat they feel the illness/injury presents. The provision of appropriate information to parents will enhance their sense of control and reduce the perceived threat. 30 This is of particular importance with minor illness or injury, where information is often all the doctor has to offer.
How and where to best deliver paediatric emergency care is a topical issue. Paediatric A&E departments are certain to play a central role. Children with minor illness/injury who present to the paediatric A&E department should not be viewed as inappropriate attenders. They are more likely to be young children of inexperienced mothers from deprived areas, with the parents having exited formal education at an early age. These children arrive following onward referral by a GP, or after their parents have worked through a logical decision making process. Healthcare providers need to acknowledge this and perhaps it is the service design, rather than patient behaviour, that is inappropriate.
